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Long-Term Care Home/Foyer de soins de Jongue durée
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21 GROSVENOR STREET, P.O. BOX 5777, LONDON, ON, N6A-1Y6

Name of Inspector{s)/Nom de I'inspecteur ou des inspecteurs
MARIAN MACDONALD (137)

-+ Inspection Summary/Résumé de Pinspection.

The purpose of this inspection was to conduct a Complaint inspection.

During the course of the inspection, the inspector(s) spoke with Executive Director, Registered Practical Nurse, two
Personal Care Providers and resident.

During the course of the inspection, the inspector{s) reviewed resident clinical records, foured resident room,
menitored call bel! response time on Home area and reviewed Personal Resident Care:Foot/Toenail Care policy.

The foilowing Inspection Protecols were used in part or in whole during this inspection: ¢

Findings of Non-Compliance were found during this inspection,

NON-COMPLIANCE / NON-RESPECT DES EXIGENCES

Definitions ' _ o ' .Déﬁnitions :

WN —  Written Notification _ . : ' IWN < Avis gerit

VPG — Voluntary Plan of Correction _ S VPG = Plan de redressement vo]onialre

DR — Director Referfal oo Lo e : ‘JOR = A:gwliage au directeur.

CO - Compliance O_rder : e e CQ = U Ordre de conformitd e B g iy
WAO — Work and Activity Order ' |WAO - Ordres : travatix etactwités
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Non-compliance with requirements under the Long-Term Care Homes
Act, 2007 (LTCHA) was found.- (A requirement under the LTCHA

includes the requiremients contained in the items listed in the definition k

of "requirement under this Act" in subsgction 2(1) of the LTCHA.)

paragraph 1 of section 152 of the LTCHA.

The following constitutes written notification of nijh_;{:ompliange under -

Le non-respect des exigences de |a Loi de _2007,,5_1}1_‘__!9__8 foyers de
soins de fongue durée (LFSLD) a été constats, {Une gxigence de |a
lol comprend les exigences qui font partie des éléments snumeérés ..

]dans la définition de « exigence prévue par la présente loi », au .
- [paragraphe 21y detatFSLD, T

Ge qui suit"coné'ti'm'e_uﬁ avis écrit de non-respect aux termes du

:[paragraphe 1 de l'article 152 de la LFSLD,

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 6, Pian of care

Specifically failed to comply with the following subsections:

s. 6. (1) Every licensee of a long-term care home shall ensure that there is a written plan of care for each resident that

sets out,
(a) the planned care for the resident;
(b) the goals the care is intended to achieve; and

{c) clear directions to staff and others who provide direct care to the resident. 2007, c. 8, s. 6 {1).

Findings/Faits sayants :

1.14:30
Reviewed "Personal Resident Care: Foot/Toenall Care" policy.

The plan of care does not set out clear directions to staff related
to providing footftoenail care. Due to diagnosis/history,

the resident Is determined to be at risk for footftoenail problems. This is

hot documented in the ptan of care nor the frequency of which the registered staff will inspect the feet or provide foot/toenail

care.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 8. Policies, etc,, to be followed, and records

Specifically failed to comply with the following subsections:

s. 8. (1) Where the Act or this Regulation requires the licensee of a long-term care home to have, institute or otherwise

put in place any plan, policy, protocol, procedure,
policy, protocol, procedure, strategy or system,

strategy or system, the licensee is required to ensure that the plan,

{a) is in compliance with and is implemented in accordance with applicable requirements under the Act; and

(b) is complied with, 0. Reg. 79/10, s. 8 {1).

Findings/Falts sayants :

1. 14:55 - The Personal Resident Care: Foot/Toenail Gare
The plan of care for foot/toenail care is not documented
As a requirement of the same policy,
was done,

Issued on this 26th day of May, 2011

policy is not being complied with,
in the care plan as required by the policy.
there is no documented evidence on the Personal Care Providers' flowsheet that nail care
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